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I he main purpose of this paper is to offer some clinical observa¬ 
tions to optometrists on a number of points related to their approach 
to patients. Comments are made on some personality characteristics of 
low vision patients, the criterion of successful prescription of optical aids, 
three main approaches toward a patient, and types of questions and 
answers which may help the optometrist gain psychological insights 
with his patients. 

SOME PERSONALITY CHARACTERISTICS OF LOW VISION PATIENTS 

The results of our psychological study* with 60 selected low 
vision patients from two different clinics showed that personality char¬ 
acteristics are related to the acceptance or rejection of optical aids. Gen¬ 
erally, it was found that the patient who was friendly, optimistic, 
active, neither submissive nor domineering, and self-accepting tended 
to accept optical aids while patients who were hostile, pessimistic (or 
overly optimisitic) extremely passive, domineering, and self-repecting 
tended to reject the use of optical aids. 

Not all people fall neatly into these two personality patterns so 
that the authors found it necessary to refer to a “mixed type” where 
someone might be friendly, optimistic, submissive, passive, and self- 
rejecting, etc. The mixed type might become an acceptor or a rejector 
depending upon many factors including the patient-optometrist rela¬ 
tionship and the dominant patterns of personality expression of the 
individual. In other words, the quality of the interaction between 
the optometrist and the patient may determine, in large part, whether 
the mixed-type will accept an optical aid. 

It should not be assumed that the rejector type necessarily will 
reject an optical aid and that such patients, when identified, should be 

♦Submitted on September 25, 1958, for publication in the March, 1959, issue of the 
American Journal of Optometry and Archives of American Academy 
of Optometry. 
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♦I or a complete technical report of this study, see a forthcoming publication by 
the American Foundation for the Blind entitled, 4, The Relationship Between Five 
Selected Personality Characteristics on the Acceptance or Rejection of Optical Aids in 
a Low Vision Population." 
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ignored. On the contrary, the authors of this paper feel that all patients 
deserve the attention they need to help themselves to a better life. In 
addition, the authors believe that improved ways of working with 
“mixed” and rejector types of patients can encourage potential rejectors 
of optical aids to become acceptors. Finally, it is assumed that “accep¬ 
tors” do not automatically accept optical aids no matter what the 
optometrist may do but rather, that the art of working with people in 
a professional manner must be respected. What the optometrist does 
psychologically* and how he does it both affect the degree of success 
with his patient. 

THE CRITERION OF SUCCESSFUL PRESCRIPTION 

The results of our study revealed that there is a need to clarify 
the criterion of success. For instance, in one-third of the cases, a follow¬ 
up study revealed that changes were made in designation of a case. In 
the opinion of the authors, there was an underestimate of 32% of the 
degree of successful prescription by the personnel involved. 1 here are 
at least three significant points to consider in the criterion problem. 
First, there was the problem of defining success. For some cases, so long 
as a patient used any optical aid, it was considered a successful case. 
For others, if the patient didn’t use the aid prescribed by the optome¬ 
trist, even if the patient used a less efficient aid, the case was classified a 
failure. Since it is possible for the optometrist to prescibe an aid on 
technical grounds to which the patient should be able to adapt, it is 
possible that the optometrist is overestimating the adaptability of the 
patient. If less powerful aids were prescribed, and in addition, at a 
slower rate, it is possible that some patients who are considered rejectors 
might turn out to be acceptors. In our study, we found these points to 
be true. We would recommend as a definition of “success,” therefore, 
the following: the use of an aid successfully to carry on life’s many 
daily and varied activities in accordance with that person’s style of 
living. 

A second phenomenon which we observed was that as the experi¬ 
ence of the patients and optometrist increased, patients accepted more 
intelligent help and optometrists were able to prescribe better aids in 
a more efficient manner. In addition, as every optometrist knows, people 
with similar visual accuity do not necessarily utilize their eyesight to 

*The authors are assuming professional competence in the diagnosis, prescription, 
and dispensing phases of his work. To plead that the optometrist is not a psychologist 
is only to ignore the fact that the patient-optometrist relationship is a highly psycho¬ 
logical one and that the latter does possess insights which he may not verbalize or 
consciously utilize. 
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the same or maximum vision. So, too, with aids, persons with similar 
limitation and potentials do adapt differently to their aids. 

The third point has to do with the changing eye condition of the 
patient. As poor vision increases, optical aids lose their value. Such 
patients should not be classified as failures, but rather as those who 
are unable to profit from aids. In summary, then, we feel that optome¬ 
trists need to set their sights for success in such a way as to include not 
only what the patient technically can use but also what the patient can 
adapt to in the light of his personality and his functional needs. 
THREE MAIN APPROACHES TOWARD A PATIENT 

The goal of the optometrist is to provide his patient with an aid 
that is of optimal value for him. In addition, practical considerations 
must be taken into account too. The authors refer to such considera¬ 
tions as the trained personnel and the time available for optical aids 
services, the number of patients to be serviced, and the fees that can 
be charged. While patients are entitled to the best services a profes¬ 
sional optometrist can provide, the latter are entitled to be compensated 
adequately for the time and the care given to each patient. In the light 
of such realistic factors, each optometrist probably works out for him¬ 
self his own way of working with his patients as well as his fee scale. 
In so far as each professional person is different, one should expect each 
optometrist to relate to his patients in his unique way. 

The discussion which follows is merely an attempt to point up 
the values which can accrue from a flexible approach to patients. There 
is no intention on the part of the authors to blueprint for all optome¬ 
trists how to handle their patients nor what questions to ask them. 

The experienced optometrist has learned in his practice how to 
function most effectively with a given patient. Not only does he know 
what routines he must follow in the process of examination, diagnosis, 
and prescription but he has mastered the necessary social amenities in 
the interpersonal exchange. In a sense, then, the patient fits into the 
patterns of behavior that the optometrist has found most helpful to 
his patients and to himself. The advantages of this imposed approach 
on the patient are obvious in terms of time-saving, energy-conserving, 
and efficient performance. 

When the optometrist encounters a patient who does not fit into 
his professional patterns, there are a few choices available. The optome¬ 
trist, knowing that it is not his own fault, but that something must be 
wrong with the patient (since he does not respond in the normal and 
expected way), might continue his best approach and let the chips 
fall where they may. Another optometrist may decide to modify his 
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habitual approach and try to understand the patient. The optometrist 
might try to encourage the patient to express his own attitudes, skills, 
and understandings concerning his eye condition and aids, so that like 
an artist, the optometrist can fashion his techniques and prescriptions 
in accordance with the patient. The reader at this point should be 
saying to himself, “Of course, a good optometrist should do both, not 
one or the other/' The authors agree with the reader and suggest the 
third approach which combines efficiency and flexibility as well as further 
insights into patient-optometrist relationships. 

QUESTIONS AND ANSWERS* 

The experienced and competent optometrist usually asks his patient 
a number of questions during the course of initial and follow-up exam¬ 
inations. These questions are appropriate to the type of patient, his eye 
disease, and his problems of being fitted with aids. It is not the purpose 
of this section to provide a list of questions which should be asked. 
Rather, we thought we would provide practical illustrations of types 
of questions and types of responses which would help the optometrist 
to size up acceptor or rejector types of patients. Although there are 
some questions which the optometrist may need to ask which require 
a yes or no response, (Are you married? Do you attend school? etc.), 
the authors suggest a general open-end type of question in order to 
gain psychological insights into the patient’s personality. By open- 
end type of question we refer to ones like: “How are you?” or “How 
do you feel?” in contrast to a question like “Are you feeling well today?” 
The latter encourages a yes or no response while the former are more 
likely to elicit feelings and information about the patient. For instance, 
when an optometrist asked a 50 year old man, “How are you?” He 
responded, “I’ve been no good since I had my stomach removed.” The 
feeling as well as the content of the response tends to give the clinical 
impression of a man who is self-rejecting. 

If the optometrist were interested in tapping attitudes towards 
other people, the following kinds of questions may be helpful: 

How is the world treating you? 

What do you think of the news? (News about people or 
nations.) 

What would your friends think (or say) about this? 

Did your friends (or family) comment about your aid? 

Did anybody notice your new spectacles? 

How are things with you? 

*The authors are very much indebted to Dr. George O. Hellinger. Industrial 
Home for the Blind, Brooklyn, N. Y., for invaluable help on this section. 
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The significant way to listen to what the patient responds is to try to 
catch the feeling as well as the content or meaning. One 30 year old 
married woman responded to the question, “How are you today ?” with 
a hostile tone and the following: “I tried it (the optical aid) and it is 
no good. Who are you kidding, Doctor? You know I’m going blind.’’ 
One can gather from this response (which was typical of other remarks 
made by this patient) that there is an hostility and pessimism about 
the patient’s viewpoint. 

Active or passive characteristics of the patient may be sensed 
through such questions as: 

What do you do to pass the time away? 

What do you like to do? 

How do you have fun? 

What interests you? 

What do you like to read? 

Who helps you get things done? 

What do you need help with? 

What do you do on your own? 

Patients who respond by saying that they watch television all day, go 
nowhere, or occasionally are taken for an auto ride obviously reflect 
passive types. Those patients who speak of going ice skating, bowling, 
and horseback riding, or who are building their own home or construct¬ 
ing a hi-fi set, or who travel alone, tend to reflect an active type, or 
doers. 

It is characteristic of open-end questions that patient responses may 
be so varied as to provide information about himself on more than 
one personality characteristic. For instance, the question, “Do you 
have any preference for frame or color?” may be answered, “Yes, I like 
the x type of frame and a light gray color because I always look attrac¬ 
tive with that shade.” Such a patient reflects self-acceptance as well as 
friendliness. In contrast, a patient might respond, “Any old frame and 
color is good enough for a blind dog like me. Besides, Doctor, which 
is the cheapest? You know they are always trying to sell you expensive 
frames so that they can make more money from you. Why do they 
have to take advantage of us blind people all the time?” Not only does 
one sense self-rejection and self-belittling but also hostility toward others 
as well. There is even a feeling tone of pessimism coupled with a sub¬ 
mission to those who are always “exploiting them.” 

Some optometrists might raise their eyebrows at this point and 
question whether they are being asked to become psychoanalysts. They 
might wonder about trying to interpret their patient’s behavior. The 
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authors assume that competent and sensitive optometrists are always 
consciously or unconsciously reacting to their patient’s behavior. 
Obviously, the above patient who was antagonistic and suspicious of 
the optometrist is displacing these feelings from another situation onto 
the optometrist. Without thinking about this, competent optometrists 
therefore, may know that the patient is upset (but not at the optome¬ 
trist) and would treat the patient accordingly. It is because the authors 
assume that when professional workers react consciously and know¬ 
ingly they can function more effectively than if they were unaware of 
the patient’s personality patterns. In the above illustration, unless the 
optometrist was conscious of the patient’s hostility towards others, he 
(the optometrist) might respond to the patient with belligerency rather 
than patient understanding. 

When the optometrist becomes aware of how he experiences his 
patient (as either an acceptor, mixed, or rejector type), he is able to 
strive consciously to provide the patient with the appropriate attention 
he needs to adapt to an aid. The acceptor type is likely to be coopera¬ 
tive since he is friendly, generally optimistic, active, and wishes to help 
himself because he respects himself. The acceptor type will probably 
need the least number of clinic visits and will be experienced by the 
optometrist as a nice person. 

The mixed type of person will be a bit more baffling to the optome¬ 
trist. This type of patient will not be clear about what he wants, what 
he can do, and whether he will or will not go along with professional 
recommendations. He may be friendly and active but very pessimistic, 
submissive, and self-deprecatory. Such persons need to be handled 
cautiously and may require additional visits. It is probable too that the 
help of a psychologist or a psychiatric social worker may be required to 
reduce the ambivalence toward treatment and prescriptions. 

The rejector type will be experienced by the optometrist as a most 
difficult person. Since he tends to be negativistic, hostile, and pessimistic, 
the optometrist may be tempted to throw up his hands and exclaim, 
“Take it or leave it’’ and find that the patient leaves it! Since the rejector 
type tends to be self-rejecting, he probably does not or is unwilling to 
accept his eye condition. He may prefer an easy way out, that is, to 
wait for a miracle cure. In some cases, the rejector may need his dis¬ 
ability in order to act out various personal needs to punish others or 
himself. These negative personality characteristics should be looked 
upon as covers for deeper feelings of inadequacy and anxiety. It is for 
this reason that counseling or psychotherapy may be essential if the 
rejector is ever to accept an optical aid. 
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In summary, the authors have shown that certain personality 
characteristics seem related to the process of accepting or rejecting optical 
aids among low vision patients. A discussion of the nature of the 
criterion of success and types of questions and answers which should 
be considered during the clinical interview were presented. General 
suggestions were offered on how to handle the three types of patients 
who come for help at clinics. 


Reprinted from the Am. J. Optom. & Arch. Am. Acad. Optom. 36. 3. 1 29-134. 1 959. 
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